Get into the habit of making careful notes and never be afraid to ask questions. Reject Mark Twain's aphorism, "There's no satisfactory substitute for brains, but silence often creates the same impression". This will never see you through your clinical examinations.
I congratulate you on your choice of career. When you complete your hospital training and become a registered medical practitioner you will find that you are not committed to any one particular way of life, but that many alternatives are open to you. Nevertheless, whether you choose to enter general practice, the hospital service, pure research, preventive medicine, medical administration, or any other branch of the profession, you will have the satisfaction of knowing that your efforts are being directed towards improving the lot of your fellow men.
In a brilliant inaugural address to the Leeds School of Medicine delivered in 1955, Eric Linklater concluded with these words, "I have merely been taking a sidelong glance at some aspects of the profession which you are about to enter, and may adorn, with the purpose of suggesting that, while some of you may die of overwork none of you need perish of boredom". I am confident that my colleagues will agree that these words are still true to-day.
The Royal Victoria Hospital had its beginning in a very humble way in 1792, as a dispensary, in rooms given by the Belfast Charitable Society. Five years later it moved to Factory Row, now Berry Street, where six beds were available for the treatment of in-patients. In 1817, when the population of Belfast was almost 28,000 a £5,000 General Hospital containing 100 beds was opened in Frederick Street; by 1870 the bed complement had been increased to 186. But the population of Belfast increased rapidly and by the end of the century it had been decided to build a new general hospital on a new site. That hospital, revolutionary in design and built at a cost of £300 a bed, was opened in 1903, by which time the population of the town was 350,000. It was named the Royal Victoria Hospital and is basically the hospital you know to-day. Alterations and additions have of course taken place over the years, in order to keep pace with advances in medicine and in an attempt to meet the ever increasing demands made on the services provided. Now, once again, we are faced with the need for a new hospital, and indeed much work has already gone into the planning of this project. It is our fervent hope that you will be able to watch the new "Royal" develop steadily over the coming years.
The most important single development since 1903 is the magnificent new building nearing completion at the Falls Road end of the hospital. This will house all the out-patient clinics, the casualty department and accident reception centre, the department of physical medicine, the medical social workers, the medical illustration department and the records for the entire hospital. With the rapid increase in the cost of hospitalization the emphasis to-day lies more and more on out-patient investigation and treatment. This new building, the best of its kind in the British Isles, should enable us to offer to the patients a higher standard of medical care, in conditions of greater comfort and privacy than they have hitherto enjoyed. It also provides much improved facilities for teaching. Dr. Ted Howell, head administrator at the Henry Ford Hospital, Detroit, stressed the over-all importance of the out-patient clinic in the hospital plan when he advised "Hang your hospital around the ambulatory clinic". Our ambulatory clinic opens in a few weeks time, let us hope that the new hospital will not be long delayed! PLASTIC AND RECONSTRUCrIVE SURGERY This morning I have chosen to tell you a little about my own specialty, Plastic Surgery. I do so for two reasons, first because I think it might be of some interest to sketch the origin and development of this field from ancient times, through the middle ages down to the present day, and second, because it gives me the opportunity to pay tribute to a few of the men who, in my lifetime, have been responsible for advancing the specialty to the position which it now holds.
At the outset I am immediately faced with a difficulty of definition. Most specialties fall within well defined limits based on anatomical area or systems and their names are self explanatory. The terms genito-urinary, neuro-or gastrointestinal surgery present no problem. But not so plastic, or reconstructive, surgery as it is sometimes called. The work of the plastic surgeon defies any simple definition, as it ranges over almost any part of the body and the dividing line between it and the other fields of surgery is indefinite and depends to a considerable extent on the ability, experience, and interest of the particular surgeon. The patients fall into all age groups and they may require reconstructive procedures for congenital malformation, injuries, or destruction of tissue incident to disease or the treatment of disease; very many suffer from malignant disease so that much destructive surgery has often to precede the reconstructive effort. The objectives of plastic surgery, however, are clear -namely the restoration of function or the improvement of appearance or both.
The origin of certain types of reconstructive surgery is of considerable antiquity, and even to-day many of the principles laid down in ancient times are still applicable. The Hindoos brought many types of reparative surgery to a high point of development and earliest Sanscrit documents dating from 1500 B.C. describe a method of nasal reconstruction using local cheek flaps. Later this was replaced by the forehead flap technique which is still known as the Indian method. Susruta, fifth century A.D., states that a certain Hindoo caste, the Koomas, made use of skin grafts from the gluteal region. It is probable that certain itinerant Arabs learnt surgery from the Hindoos and transferred the knowledge via Arabia to Egypt.
Both , a Greek physician of the Hippocratic School and Celsus (35 B.C.-7 A.D.) of the Alexandrian School, describe reparative operations on the face, nose, lips and ears and discuss the transplantation of tissues.
In the early fifteenth century Branca of Catania in Sicily was repairing noses using the forehead flap Indian technique. His son Antonio, in order to avoid the scarring of the forehead, developed the method of applying a skin flap from the arm to rebuild the nose. This is still known as the Italian flap method. In 1597 Gaspar Tagliacozzi (1549-1599), a professor of anatomy at Bologna published his book describing the arm flap method of rhinoplasty and cheiloplasty. This book was illustrated with twelve remarkable wood cut plates which depict the method very clearly. However, these reparative procedures met with opposition from the ecclesiastics of the time who regarded such operations as meddling with the handiwork of God. Indeed as recently as 1788 the Paris Faculty forbade face repairing altogether. So fervent was the opposition to Tagliacozzi that his remains were eventually exhumed from the convent where he lay, in order that he might be reburied in unconsecrated ground.
Butler, in the first Canto of Hudibras, in 1663 refers to Tagliacozzi thus: "So learned Tagliacotius, from The brawny part of Porter's bum Cut supplemental noses which Would last as long as parent breach; But when the date of Nock was out Off dropped the sympathetic snout." Due to opposition from the church the development of reconstructive surgery was delayed for almost two hundred years. However, during the nineteenth century there was a re-awakening of interest in plastic surgery and reconstructive procedures were being carried out extensively in Europe and also in England and America. Transplantation of skin, cartilage, bone and fat and the repair of certain deformities such as cleft lip and cleft palate took place.
As a result of the introduction of methods of general anaesthesia at the midcentury extensive new fields for surgical endeavour were gradually opened up, and, towards the end of the century and in the early years of this century, interest was largely directed to exploring the exciting new possibilities which had been made feasible by access to the abdomen and other deeper parts of the body. As a result little effort was directed towards developing the age old techniques which of necessity had been confined mostly to the superficial areas. However, war has always provided a great stimulus for reconstructive surgery and the First World War was no exception. Being largely trench warfare there was naturally a far greater preponderance of maxillo-facial injuries than in any previous conflict, and in the early days no special organization had been established to cater for these difficult cases.
I would now like to continue the story by telling it through the lives of some of the people who have played all important roles in the development of the specialty in this country.
Harold He was a strange and moody octoroon, whose dagger-like sharpness was accentuated by his pointed moustache and tapering beard as well as the agility of his long thin hands. In the space of a single moment he could reveal the gentleness of a kitten and the savagery of a tiger. He received me kindly and I stood spellbound as he removed half of a face distorted with a horrible cancer and then deftly turned a neck flap to restore not only the cheek but the side of the nose and lip, in one shot. Although in the light of present-day knowledge it seems unlikely that this repair could have been wholly successful at that time it was the most thrilling thing I had ever seen. I fell in love with the work on the spot".
He returned from leave bursting with enthusiasm about plastic surgery and succeeded to such good effect in convincing the authorities of the need for a specialized unit to treat face and jaw injuries that at the end of the year he was sent back to England to establish a centre at The Cambridge Hospital, Aldershot. This opened in January, 1916, but soon it became obvious that a much larger unit was required. In August, 1917, the unit moved to the Queen's Hospital, Sidcup, Kent -a specially constructed 320 bed hutted hospital, later increased by a further 200 beds to accommodate Colonial units. Here facial injuries from the British, Canadian, Australian and New Zealand forces were treated in one hospital under the care of their own medical officers who worked together in friendly rivalry and healthy competition. Gillies' enthusiasm and drive played a great part in building up this unit and he introduced many of those things which a modern plastic surgery department takes for granted. Dental collaboration was provided on the spot: medical illustration was covered by Henry Tonks, a Fellow of the Royal College of Surgeons who abandoned surgery and became not only Professor of the Slade Art School but one of the great artists of his day; photographic records were kept and "continuation of treatment" beds were arranged in a nearby hospital. When the war ended in 1918 and the colonial units left, much work still remained to be done.
Thomas Pomfret Kilner born in 1890, the son of a schoolmaster at Manchester Grammar School, graduated from Manchester University in 1912. His intention was to enter into general practice, but the war intervened and he enlisted and served first in a Casualty Clearing Station and then in a General Hospital. By 1918 he had decided to follow a surgical career and it was at this stage that the War Office posted him to Sidcup, where he joined Gillies in a partnership which was to last until 1931. Small of stature, Tommy Kilner was a meticulous craftsman with an orderly mind and great organizing ability. He brought to the unit a wide experience in general surgery and was quick to pick up the principles of plastic surgery.
Gillies and Kilner were responsible for translating the lessons of war injury to the needs of peace time and for extending the boundaries of the specialty far beyond the restricted field of facial restoration. Between the two wars they were the only surgeons in the British Isles who devoted themselves exclusively to plastic surgery. Kilner perfected the craft of the specialty and was responsible for setting new standards in the care of children with clefts of the lip and palate. Gillies, a man of unique creative talents, bubbling over with ideas, developed the tube pedicle flap (conceived independently by Filatow in Russia at about the same time), the onlay eyelid graft, the palate push-back and a host of other original procedures.
One other person played a vital part in the progress of the specialty. In his book "The Art and Principles of Plastic Surgery", published in 1957, Sir Harold Gillies wrote: "As I look back to-day the two great things from Sidcup that have meant the most to me are the discovery of the tube pedicle and of Ivan Magill".
Ivan Whiteside Magill graduated from this medical school in 1913 and at the end of the war joined the unit at Sidcup as an anaesthetist. With every other patient's face either wrapped in bandages or held together with metal fracture splints it was not long before he realized that the experience was "not going to be an anaesthetic picnic". Over the ensuing years he gradually evolved the technique of large single tube endotracheal intubation using either the oral or nasal route, a development which completely transformed anaesthesia and one which made feasible many surgical procedures which had previously been impossible. Every In 1362 Guy de Chauliac, the leading surgeon of the fourteenth century, completed a great textbook of surgery. In the prologue to this work he acknowledged the debt he owed to those who had gone before him. "We are" he said "like children standing on the shoulders of a giant for we can see all that the giant can see and a little bit more".
This then is the pattern of progress. It is our privilege to profit by the work of previous generations, it is our responsibility to strive to advance a little further so that succeeding generations may benefit.
